Background: Increased serum ferritin and decreased vitamin D levels associated with nonalcoholic fatty liver disease (NAFLD). However, their association with the severity of NAFLD has not been fully evaluated. The aim of this study was to compare the association of serum ferritin and 25(OH)D3 levels with the severity of ultrasonographically detected NAFLD (US-NAFLD) and hepatic steatosis defined by fatty liver index (FLI) in Korean adults. Methods: A cross-sectional analysis of clinical and anthropometric data, including serum ferritin and 25(OH)D3, from men (n=295) and women (n=263) who underwent a routine health check-up in 2012. Results: In men, with an increase in the quartile of serum ferritin level, the incidences of subjects with metabolic syndrome (P=0.002), US-NAFLD (P=0.041), and FLI ≥60 (P=0.010) were significantly elevated. In women, the incidence of subjects with US-NAFLD was also significantly elevated with increases in the serum ferritin quartile (P=0.012). Regarding 25(OH)D3, no statistical differences were observed among the different quartiles in either gender. Serum ferritin level significantly increased as the severity of US-NAFLD increased (P<0.001); however, no significant differences in 25(OH)D3 level were observed in men. No significant differences in either serum ferritin or 25(OH)D3 level were observed among women with different levels of severity of US-NAFLD. Conclusion: Increased serum ferritin level showed a closer association with severity of NAFLD compared with level of serum vitamin D, suggesting that serum ferritin level may be a better marker than vitamin D level for predicting the severity of US-NAFLD and hepatic steatosis in a clinical setting.
INTRODUCTION
Nonalcoholic fatty liver disease (NAFLD) refers to fat accumulation in the liver exceeding 5% to 10% by weight in the absence of excessive alcohol consumption and is now considered to be the hepatic component of metabolic syndrome (MetS) [1] [2] [3] , a constellation of risk factors for cardiovascular diseases, including insulin resistance, abdominal obesity, dyslipidemia, glucose intolerance, and hypertension [4, 5] . The prevalence of NAFLD is increasing and has been estimated to range from 10% to 24% worldwide [6] , including Asian populations [7] . NAFLD reflects insulin resistance, and patients with NAFLD are also likely to have the component disorders of MetS [8] . Although abdominal ultrasonography (US) has been found to be not sufficiently sensitive to detect liver inflammation and fibrosis, it has been shown to reveal a good correlation with histological findings of fatty infiltration and has been used for the diagnosis of different degrees of steatosis [9] [10] [11] . Moreover, a recent study showed that ultrasonographically-detected NAFLD (US-NAFLD) is an independent predictor for insulin resistance in nonobese, nondiabetic middle-aged Asian adults [12] . There are some markers for the identification of liver steatosis that are used to determine the severity of fatty liver [3] , such as NAFLD liver fat score [13] , and fatty liver index (FLI) [14] .
There have been several cross-sectional studies that showed that an elevated serum ferritin levels associated with insulin resistance and NAFLD [15, 16] . One recent large-scale study demonstrated that increased serum ferritin level was an independent risk factor of incident fatty liver detected by US, even in nonobese, healthy Korean men [17] . In association with MetS, one large, prospective study in middle-aged Korean men reported that elevated serum ferritin level showed an independent association with future development of MetS during a 5-year follow-up period [18] .
Decreased vitamin D level has also been demonstrated to have an association with insulin resistance and cardiovascular risk factors, including MetS [19] [20] [21] [22] . One large, cross-sectional study of healthy Korean men reported that participants with higher serum vitamin D level assessed by serum 25-hydroxyvitamin D3 showed a significantly reduced risk for NAFLD compared with patients with low vitamin D, independent of obesity and MetS [23] .
Although several studies have examined the associations of serum ferritin and vitamin D with NAFLD, few studies have evaluated whether these markers predict the severity of NAFLD. In addition, to the best of our knowledge, there has been little data reported on the associations of serum ferritin and vitamin D with NAFLD in women. Therefore, we evaluated the associations of these two recently identified metabolic markers with the severity of NAFLD as defined by US and FLI in both genders.
METHODS

Study subjects
We used data from Korean adults who participated in a comprehensive health examination at Pusan National University Yangsan Hospital in Yangsan, Korea in 2012 (n=3,380) and evaluated subjects who had data that included both serum ferritin and vitamin D (n=695) and performed a medical chart review. There were no subjects who had a history of excessive alcohol intake (>20 g/day) or medication use that could affect the development of NAFLD. Of the 695 subjects, we excluded adults with liver or hepatobiliary disease (n=47), positive serologic markers for hepatitis B or C virus (n=33), low hemoglobin level (<10 g/dL; n=8), elevated white blood cell count (>10,000/mm 3 ; n=7), elevated high sensitivity C-reactive protein (hs-CRP) level (>10.0 mg/L; n=5), or highly elevated serum ferritin level (>300 ng/ mL; n=27). Finally, 558 adults (295 men, 263 women) were enrolled in the analysis. Informed consent for use of the health screening data in the research was obtained from the subjects. This study was approved by the Institutional Review Board of Pusan National University Yangsan Hospital.
Anthropometric and biochemical data
Measurement of height and weight was performed while subjects wore light clothing without shoes. Body mass index (BMI) was calculated as weight in kilograms divided by height in meters squared and was used as an estimate of overall adiposity. Waist circumference, an estimate of central obesity, was measured using a soft tape midway between the lowest rib and the iliac crest on standing subjects. Blood pressure was measured on the right arm with subjects in a sitting position after a 5-minute rest period. Blood specimens were sampled from the antecubital vein after an overnight fast. Fasting glucose was measured using the glucose oxidase method (Synchron LX-20, Beckman Coulter Inc., Fullerton, CA, USA). Concentrations of standard liver enzyme, total cholesterol, high density lipoprotein cholesterol (HDL-C), and serum triglyceride (TG), and gamma-glutamyltransferase (GGT) were measured using an autoanalyzer and an enzymatic colorimetric method (Hitachi 7600, Hitachi Ltd., Tokyo, Japan). Glycated hemoglobin was measured using high performance liquid chromatography on a Varian II Turbo (Bio-Rad Laboratories, Hercules, CA, USA). Concentrations of serum ferritin were measured using an immunoturbidimetric assay (Cobas 6000, Roche Diagnostics, Mannheim, Germany Ultrasound is currently the most commonly used tool for screening asymptomatic patients with elevated liver enzymes and suspected NAFLD [3] . US findings of fatty liver include hepatomegaly, diffuse increases in echogenicity of liver parenchyma, and vascular blunting. Nonsteatotic hepatic parenchyma exhibits an echotexture similar to that of renal parenchyma but becomes "brighter" when infiltrated with fat [10] . Abdominal US was performed by one experienced radiologist who was blinded to the subjects' clinical statuses, using a 3.5-MHz transducer (Acuson Sequoia 512 scanner, Siemens Medical Solutions, Mountain View, CA, USA). Images were captured in a standard fashion with the patient in the supine position with the right arm raised above the head [24] . A US-NAFLD was defined as the presence of a diffuse increase in fine echoes in liver parenchyma compared to kidney or spleen parenchyma [25] . The severity of US-NAFLD was defined as follows: mild, slightly diffuse increase in fine echoes in the hepatic parenchyma with normal visualization of the diaphragm and intrahepatic vessel borders; moderate, moderate diffuse increase in fine echoes with slightly impaired visualization of the diaphragm and intrahepatic vessels; severe, marked increase in fine echoes with poor or no visualization of the diaphragm, intrahepatic vessels, and posterior portion of the right lobe of the liver [26] .
NAFLD was also determined by the FLI using metabolic parameters, such as TG, BMI, GGT, and waist circumference. The calculation formula of FLI was as follows [14, 27] and an FLI ≥60 was considered to indicate hepatic steatosis:
FLI=[e 0.953×loge (TG)+0.139×BMI+0.718×loge (GGT) +0.053×waist circumference-15.745)]/[1+e 0.953×loge (TG)+0.139×BMI+0.718×loge (GGT)+0.053×waist circumference-15.745]×100
MetS was defined according to the modified, revised National Cholesterol Education Program Adult Treatment III as the presence of three or more of the following criteria [28, 29] : (1) abdominal obesity defined as waist circumference >90 cm; (2) impaired fasting glucose as defined by FBG ≥100 mg/dL; (3) high TG as defined by TG ≥150 mg/dL (for conversion to mmol/L, multiply by 0.01129); (4) low HDL-C as defined by HDL-C <40 mg/dL in men and <50 mg/dL in women (for conversion to mmol/L, multiply by 0.02586); and (5) blood pressure ≥130/85 mm Hg.
Statistical analyses
All data are given as mean±SD for continuous variables. Median values are also indicated in the case of TG, GGT, and hs- istics were compared between subjects with and without MetS using independent-sample Student t test and Mann-Whitney U test in variables with a skewed distribution. All subjects were divided into quartiles based on the distribution of serum ferritin and 25(OH)D3. The prevalence of MetS, NAFLD, and FLI >60 in each quartile was indicated as a percent and compared using the chi-square test. Finally, the mean ferritin and 25(OH) D3 levels were compared with regard to the severity of US-NAFLD using one-way analysis of variance analysis followed by post hoc testing using the S-N-K test. Statistical analyses were performed using an SPSS version 17.0 (SPSS Inc., Chicago, IL, USA). A probability value less than 0.05 was considered significant. Values are expressed as coefficient r (P value). WC, waist circumference; BMI, body mass index; SBP, systolic blood pressure; DBP, diastolic blood pressure; FBG, fasting blood glucose; HbA1c, glycated hemoglobin; WBC, white blood cell; AST, aspartate aminotransferase; ALT, alanine aminotransferase; TG, triglycerides; HDL-C, high density lipoprotein cholesterol; GGT, gamma-glutamyltransferase; hs-CRP, high sensitivity C-reactive protein; HOMA-IR, homeostasis model assessment of insulin resistance; FLI, fatty liver index. (Fig. 2) . 
RESULTS
Mean
DISCUSSION
In this study, serum ferritin level showed a significant increase with severity of US-NAFLD, and increase in the quartile of serum ferritin level was significantly associated with the incidence of US-NAFLD in men. On the other hand, no significant differences in 25(OH)D3 level were observed among the degrees of severity in US-NAFLD and the incidence of US-NAFLD also showed no statistical differences among the different quartiles of 25(OH)D3 level, suggesting that serum ferritin level may have a closer association in men with the severity of US-NAFLD compared with serum vitamin D. Serum ferritin level showed significant positive correlations with waist circumference, BMI, AST, ALT, log (GGT), and log (hs-CRP).
Ferritin level was significantly increased in obese subjects and those with MetS. However, 25(OH)D3 level in men showed a significant negative correlation only with log (TG) and was significantly decreased only in the hyper-TG group. In hepatic steatosis, these two markers showed a significant association with FLI, positive for ferritin and negative for 25(OH)D3. Serum ferritin level was significantly increased in subjects with US-NAFLD and FLI ≥60; however, there were no significant differences in 25(OH)D3 level between subjects with and without US-NAFLD or FLI ≥60. These data also may suggest that ferritin level more closely reflects hepatic steatosis compared with vitamin D level. Regarding the association of serum ferritin with hepatic steatosis, Kowdley et al. [30] reported that a serum ferritin level >1.5×the upper limit of normal is associated with worsened histologic activity and is an independent predictor of advanced hepatic steatosis among patients with bi- opsy-proven NAFLD. Although NAFLD was defined using US and hepatic steatosis was defined by FLI, our results are consistent with those of that previous study [30] . Most cross-sectional studies regarding the association of decreased serum vitamin D level with NAFLD reported positive results [19] [20] [21] [22] [23] . However, Katz et al. [31] reported that vitamin D level was not associated with suspected NAFLD assessed only by elevated ALT level after adjustment for obesity using the National Health and Nutrition Examination Survey database of 1,630 American adolescents. Furthermore, our study also showed no association of vitamin D level with NAFLD. The current study, using US and FLI instead of ALT levels to define hepatic steatosis, showed some findings that were consistent with those of Katz et al. [31] , demonstrating no significant relationship between vitamin D level and hepatic steatosis detected by US-NAFLD and FLI and no significant differences among the different levels of severity of US-NAFLD.
For women, there were no significant differences in either serum ferritin or 25(OH)D3 level among the different levels of severity of US-NAFLD, but the incidence of US-NAFLD significantly increased with an increase in quartile rankings of ferritin level, findings that were not observed with vitamin D level. Serum ferritin level showed a significant positive correlation with waist circumference, ALT, log (GGT), and log (hs-CRP) and showed a significant increase among subjects with obesity and US-NAFLD. In the case of vitamin D in women, 25(OH)D3 levels showed no significant correlation with any metabolic parameters and showed a significant decrease only in the MetS group. Few studies have reported on serum ferritin level as a metabolic cardiovascular risk factor in women. In one study by Williams et al. [32] , serum ferritin was significantly associated with CRP, waist circumference, BMI, and TG in 443 women in New Zealand. In this study, waist circum- .001 compared with the first quartile using one-way analysis of variance analysis followed by post hoc testing with the S-N-K test. a ference was a significant predictor of serum ferritin in men, and CRP, a useful marker of systemic inflammation, was the most significant predictor of serum ferritin in women [32] . Our study also demonstrated that serum ferritin showed significant association with waist circumference, log (GGT), and log (hs-CRP) in both genders, suggesting that serum ferritin may have a close relationship with central obesity and low grade systemic inflammation in both men and women. GGT has also been recognized as a reliable marker of cardiovascular disease, including MetS [33, 34] and NAFLD [35, 36] , and serum ferritin showed significant association with GGT in both genders in our study.
Our study has some limitations. First, it was conducted using a cross-sectional design and thus did not identify a causal relationship between clinical markers and hepatic steatosis, and the total number of enrolled subjects in both genders was relatively small. This limitation may have affected our results that showed no statistical correlation between HOMA-IR and ferritin or 25(OH)D3. Second, we could not obtain social data such as history of exercise, diet, and smoking, which may affect the incidence of hepatic steatosis. Third, the definition of hepatic steatosis and severity were not histologically confirmed but were made based on US and FLI calculated using related metabolic parameters. Fourth, we did not consider the seasonal variations in serum vitamin D or menopausal status and estrogen level in women, which could have effected the low mean 25(OH)D3 levels in both genders compared with those in previous reports.
In conclusion, findings of the current study indicate that serum ferritin has a closer association with severity of US-NAFLD than does serum vitamin D, reflected by serum 25(OH)D3 levels in men and women. Therefore, serum ferritin level may be a better marker than serum vitamin D level for predicting the severity of US-NAFLD and hepatic steatosis in a clinical setting.
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